To develop a values-based, clinically feasible process to help older adults identify health priorities that can guide clinical decision-making. DESIGN: Prospective development and feasibility study. SETTING: Primary care practice in Connecticut. PARTICIPANTS: Older adults with 3 or more conditions or taking 10 or more medications (N=64).
Health outcome goals are the health and life outcomes that people desire from their health care. To inform decisionmaking, goals should be specific, measurable, actionable, realistic, and timely (SMART) and aligned with what matters most to the individual (individual values). Healthcare preferences refer to healthcare activities (e.g., medications, self-management tasks, healthcare visits, diagnostic testing, procedures) that people are willing and able (or not willing or able) to perform and the care they are willing (or not willing) to receive. Patient's health priorities refer to the specific health outcome goals that individuals most desire from their health care given what they are willing and able to do to achieve these outcome goals (within the context of their healthcare preferences). M ost older adults who receive health care have multiple chronic conditions. Health care for these older adults is complex, with inherent tradeoffs between desired outcomes or healthcare options and between outcome goals and healthcare preferences. 1 When faced with tradeoffs, people vary in their health and healthcare priorities. [2] [3] [4] [5] Priorities include health outcome goals-what they want from their health care and their healthcare preferences-what healthcare activities they are willing and able to perform, and the care they are willing or not willing to receive. 6 Identifying priorities provides a means of reducing the tradeoffs between outcome goals, between healthcare preferences, and between outcome goals and healthcare preferences. Individuals with multiple chronic conditions (multimorbidity) report that the increasing number and complexity of tasks and activities, such as medication and diet regimens, healthcare visits, and self-monitoring tasks, are burdensome. [7] [8] [9] [10] What clinicians bemoan as nonadherence may result from burdensome recommendations that are inconsistent with patient priorities. 11 Understanding patients' priorities can improve adherence to care because clinicians may be more likely to recommend aspects of healthcare that align with these priorities.
Aligning healthcare recommendations to achieve specific health outcome goals within the context of what people are willing and able to do is particularly important for adults with multiple conditions. Guideline-based decision-making can be burdensome and is of uncertain benefit for this population. 12 When patient priorities drive healthcare decisions, patients and clinicians can more appropriately address the inherent tradeoffs arising from conflicting health outcome goals, guidelines, and the burdens of such care. 6 Elaborating clear and concise priorities that inform decision-making is a challenge, requiring a reliable and efficient process for ascertaining patients' goals and preferences based on what matters most for them with their multiple conditions.
Most prior work on eliciting goals and preferences involved persons with advanced illness or near the end of life. [13] [14] [15] Tools that older adults with multiple chronic conditions can use to prioritize universal health outcomes exist, but they have not been tested in clinical encounters. 3, 16, 17 Goal attainment scaling (GAS) has been tested in several populations, focusing on outcomes important to older adults (e.g., function, safety), but does not link goals to treatment preferences. [18] [19] [20] Collaborative goal-setting is an evidence-based process of developing a collaboratively agreed upon healthcare plan (tests and treatments, education and support, self-management) arising from patient priorities. 21, 22 The approach has 4 components. 23 First, the person identifies his or her core values-what matters most to him or her. Values are fundamental beliefs about one's self and life that remain relatively stable over time. 24 Values are rooted in our affective neurobiology, 25 with culture and context giving them personal meaning. 26 Health values offer a framework and motivation to craft outcome goals that direct healthcare decisions. 24, 27, 28 Second, based on their values, individuals construct specific, measurable, actionable, realistic, and time-bound (SMART) outcome goals. 29 Third, individuals communicate with their clinicians about their priorities. The fourth component involves aligning treatment options with outcome goals and healthcare preferences to arrive at a healthcare plan. 30 Collaborative goal-setting improves disease-specific outcomes (e.g., blood pressure, glucose, depression symptoms), quality-of-life measures, patient activation, and self-efficacy. [21] [22] [23] [30] [31] [32] [33] [34] Although promising, prior collaborative goal-setting studies have not focused on older adults with multiple chronic conditions. 7, 9, 10, 35 We developed and refined an approach to identify individual priorities that builds primarily on collaborative goalsetting to elicit health outcome goals and healthcare preferences. 7, 9, 10, [13] [14] [15] [16] [17] [18] [19] [20] [21] [22] [23] [24] [31] [32] [33] [34] [35] The ultimate purpose of this process is to align healthcare with health priorities. This article describes the development, refinement, and testing of a clinically feasible approach to identifying patients' health priorities and concomitant training for healthcare professionals who will facilitate this identification of priorities.
METHODS

Development of a Values-Based Patient Priorities Identification Process
A user-centered design framework (ideate ! prototype ! test !redesign) was adapted to develop the patient priorities identification process. 36 The investigators developed the core concepts (ideate) through a synthesis of prior literature and input from advisory panels consisting of 6 patients or caregivers; 7 primary care providers (PCPs); 8 specialty clinicians; 3 payers; 5 health system leaders; 5 patient, caregiver, and clinician organization representatives; 3 health informatics technology experts; and 2 redesign experts. From January 2014 to June 2015, advisory panels convened 39 times to identify modifiable contributors to fragmented, burdensome care and determine core elements for building a feasible, sustainable approach to improving care by addressing these factors. 6, 37 This process, described previously, 6 culminated in development of a logic model for patient priority-aligned care, which begins with patients identifying and communicating their health priorities. These priorities guide interactions between patients, caregivers, and clinicians as they select care options. 6 The core steps for the patient priorities identification process are described in Table 1 .
Patient Priorities Identification Process
PCPs invited their patients to collaborate with a facilitator (described below) to identify their health priorities. Multiple practice change strategies, described elsewhere, 38 were used to ensure buy-in and participation of PCPs. Each step in the patient priorities identification process has a defined purpose and content adapted from our prior studies. 23, 24, 39, 40 These steps occurred in a clinical setting, the patient's home, or over the telephone over 1 to 2 sessions, depending on each patient's preferences, circumstances, and readiness. The patient priorities identification process moved through values clarification to values-informed elaboration of goals and preferences and a conversation about tradeoffs. We developed patient and facilitator manuals to guide participants through the process. The facilitator manual mirrored the patient manual with the addition of instructions on how to guide patients through the steps and tips for addressing commonly encountered challenges. Patient advocates and experts in health literacy suggested edits to the patient manual.
Refinement of the Patient Priorities Identification Process
Modifications to the identification process and accompanying manuals were based on input from facilitators' initial experiences with patients and every-other-week teleconferences with the development team from October 2016 to July 2017. The most important refinement was addition of the fourth step, which focused on encouraging patients to interact with their PCPs regarding their goals and preferences.
The primary outcome of this process is the elaboration of a set of health priorities, consisting of health outcome goals and healthcare preferences, which are transmitted to the healthcare team by scanning a completed template into the electronic health record. The workflow for transmitting health priorities is described elsewhere. 38 Patients are encouraged to share their priorities with their clinicians and prompt their clinicians to consider how currently recommended care aligns with the patient's health priorities. Table 1 provides a comprehensive description of the 4-step patient health priorities identification process. (Supplemental Figure S1 provides an overview.)
Training of Priority Facilitators
Facilitators are health professionals who help patients identify their health priorities. Facilitators who participated in the current feasibility study included an advanced practice registered nurse and a member of the healthcare team with case management experience, both employed by the large primary care practice. Facilitators prepared for training by reviewing the facilitator manual. Training began with a face-to-face session in which facilitators practiced the process with a member of the development team and then with a standardized patient. Facilitators then tested the process with 10 patients, during which time they observed each other and gave feedback.
Feasibility Testing
We conducted an open, single-arm feasibility assessment of the revised patient priorities identification process from October 1, 2016, to July 31, 2017. This feasibility pilot involved older patients with multiple morbid conditions and the 2 facilitators that the development team trained. The institutional review board of Yale School of Medicine approved this study.
Patient Participants
Patients aged 65 and older were drawn from an existing Medicare population of a large primary care practice. Patient Table 1 
. Adapting Steps, Purpose, and Content of Patient Priorities Identification Process
Visit with primary clinician • Primary clinician invites patient to participate in patient health priorities care using scripted language: "When a patient, such as you, has a number of medical conditions, medications, and specialists-sometimes your own needs and priorities get lost. We have a program called Patient Priority Care where you can meet with one of our staff members to describe your priorities and make sure we are all on the same page in deciding about your care. Would it be all right if (facilitator's name) gave you a call to arrange a time to meet?" • Primary clinician explains rationale and importance of this approach to decision-making and care of persons with multiple conditions and multiple clinicians.
• Primary clinician encourages patient to focus on function (valued life activities and abilities) rather than symptoms and how patient perceives benefits and burdens of current treatments. • Facilitator works with patient to elaborate specific care preferences based on prior discussion of what is and is not working with his or her healthcare.
• Facilitator supports patient to communicate his or her priorities proactively at subsequent encounters with primary and specialty care visits. Third step with facilitator-Discussing tradeoffs and completing patient health priorities template • Facilitator helps patient address tradeoffs that arise from incongruence of 1 or more goals, healthcare recommendations, and patient's care preferences and burdens of that care.
• By working through these inevitable tradeoffs, facilitator and patient will iteratively refine patient priorities. This process helps to move from a goal that is vague or too ambitious to one that is more realistic.
• Facilitator enters health outcome goals and care preferences into electronic health record template that resides in easily accessed location for all clinicians to review. Subsequent visits with facilitator or clinicians should focus on adjustments to health outcome goals and recommended healthcare that reflect these tradeoff decisions and how well outcome goals are being achieved.
• Patients prepare a specific ask to start the conversation. This is written on a tear off sheet that patients take with them to their next clinician visit Fourth step with facilitator-Encouraging patients to communicate their health priorities • Facilitators integrate elements of patient activation theory and practice to prepare patients to advocate for their health priorities during subsequent encounters with primary and specialty care clinicians.
• Patients are encouraged to discuss their priorities and inquire about ways in which their health care may help them accomplish these priorities. Facilitators and patients practice (role-play) conversations.
• Patients identify a "specific ask" to start conversation with their clinicians. This ask is written and provided to patient to take to their next clinician visit panels were screened for eligibility based on the presence of of the following inclusion criteria: English-speaking and 3 or more chronic conditions, taking 10 or more medications, or seen by more than 2 specialists. Exclusion criteria included known diagnosis of advanced dementia, chronic dialysis, residing in a nursing home, and meeting hospice criteria. Persons with mild cognitive impairment were included per judgement of their PCP. Between October 1, 2017, and July 31, 2017, 119 persons were offered patient priorities identification. Of these, 69 were contacted to complete a baseline interview for the patient priorities care project. These patients were eligible for inclusion in this study. The remaining 50 individuals had returned to their PCP before we were able to contact them, precluding our ability to obtain their baseline interview.
Quantitative Evaluation of Feasibility
Descriptive data included sociodemographic characteristics and Treatment Burden Questionnaire 9 and Patient-Reported Outcomes Measurement Information System Physical and Mental Health subscale scores. 42 Assessments of feasibility include the number who agreed to undergo and complete the patient priorities identification process and the number and duration of visits required to complete identification.
Qualitative Interviews with Facilitator Participants
Facilitators were interviewed using open-ended questions to elicit perceptions of the patient priorities identification process. Facilitators were asked: How would you describe your experiences with facilitating patients' priorities? and How does it compare with your typical encounters with patients? Facilitators were also asked to comment about which parts worked well, which were challenging, which they would change, and which they perceived that patients valued most.
Analysis
We calculated frequencies, proportions, and distributions for all quantitative variables using descriptive statistics. Qualitative data were analyzed using the constant comparative method of qualitative analysis. 41, 43 Interview transcripts were reviewed line by line to identify and sort segments of data with similar concepts into distinct themes. Following coding by a lead analyst (JVL), additional investigators (AN, LD, MT) reviewed, negotiated, and reached consensus regarding thematic analysis and resolved discrepancies. We similarly identified challenges associated with the patient health priorities identification process, the development team's responses to these challenges, and subsequent refinements through thematic analyses of the development team's teleconferences.
RESULTS
Acceptance and Feasibility of the Patient Priorities Identification Process
Of the 69 eligible patients, 64 (93%) agreed to identify their health priorities; 64% were female, 89% white, and 59% aged 75 and older ( Table 2 ). All 64 participants completed the process, 31 of whom completed the final or close-tofinal version of the patient priorities identification process. Total time to complete the 4 steps outlined in Table 1 was 35 to 45 minutes, usually within 1 session. When the initial facilitation process occurred in the clinic immediately after a PCP visit rather than the patient's home, the time for Steps 1 through 4 was often completed in two 20-minute visits, with the second visit used to further explore tradeoffs (Step 3) and strengthen activation (Step 4). Participants provided a rich array of health outcome goals. Examples of health outcome goals identified include: "I want to continue to babysit my grandchildren each day to help my daughter while she works;" "Wants to continue to cook lunch for her son each day;" "I want to be able to drive to the gym for my Zumba and water aerobics"-current loss of feeling in feet is a barrier; "I want to continue to keep working on appliances and run my own business-hand pain makes this difficult;" "Wants to be able to have less pain in her back when walking to go hopping with her husband;" "I want to continue to visit my aunt who is on hospice;" "I want to continue to play cards with my friends once per week;" "I want to see my granddaughter born in October"-progression of his cancer is a barrier; "Would like to be able to work outside in her garden and push a wheel barrel-fatigue makes this difficult;" "I want to continue to travel to Fort Myers each year to stay with my daughter for the winter." Participants also identified care preferences and helpful and bothersome care ( Table 3) . Examples of helpful care identified (care preferences) included: "Triamterene helps with the swelling;" "I would do surgery to extend my life;" "Cardio rehab is helping me;" "My CPAP is helpful, I sleep about 4 hours at a time;" "Wear Depends;" "visiting nurse, she keeps all these medication changes straight;" " "Pain all the time with the chemo, I wouldn't really know if the other medications are making it worse;" "When I saw Dr. X, he lowered my amlodipine because it was increasing my swelling, but when I met with Dr. Y, he increased the amlodipine because I was feeling like something was hitting my chest when I walk;" "I get this electric shock pain in my hands, I don't know if my meds are causing this;" "Could my meds be causing my need to run and pee at night?" "I get hypoglycemic. I start to get weak and shaky. I don't know why or if I'm taking too much of something;" "Meds are too expensive, Humalog was $220.00;" "I stopped levothyroxine because it made me tired;" "I am losing weight, which concerns me, not sure if it is the meds;" "Furosemide made my stomach upset and made me just feel crappy."
Facilitator Input on Patient Priorities Identification Process
Themes from qualitative interviews with facilitators included characteristics of facilitator training and perceptions of the patient priorities identification process, including potential challenges (Table 4) . Facilitators recommended having prior experience with motivational interviewing and an understanding of the complexities of patients' lives and health care; they indicated that the feedback that the development team provided during the weekly telephone calls and the prompts and troubleshooting tips from the facilitator manual were valuable and constructive. Facilitators described the process as time intensive but rewarding because it built rapport with patients and bolstered patients' investment in their care. Facilitators felt that many patients were reluctant to discuss their priorities with their PCPs and needed encouragement and coaching to do so.
Challenges and Refinements to the Patient Priorities Identification Process
The challenges and resulting modifications of the process identified through iterative review and feedback are shown in Supplementary Table S1 . Refinements included simplifying 
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*The 64 participants were referred from among the 9 primary care clinicians in the pilot practice, all of whom participated. † Health outcome goals are the personal health and life outcomes (e.g., function, longevity, social activities, symptom relief ) that people hope to achieve through their health care. AE Care preferences, also called patient activity, refer to what individuals are able and willing to do or tolerate to achieve their health outcomes and include such items as medication complexity, health visits, diagnostic testing, self-monitoring, and self-management tasks. The patient priorities identification process itself is rewarding. "it's unbelievably rewarding … Seeing these patients make the connections and actually get a sense that their clinicians are seeing them as more than their conditions…." "We're talking about how their health really relates to things that are important to them…So I think that that's the most powerful thing …" Time intensive yet builds rapport and patient investment in patient priorities care. "It's really about building the rapport, and the more that you can get them comfortable …they're kind of willing to progress with the conversation." "The first session really allows for rapport building, comfort for the patient … they really feel that they're being heard." Be flexible regarding patients' unique needs. "…conversations don't really go in a linear order. You kind of have to follow where they're leading you and meet them where they are … " Potential Challenges Related to the Patient Priorities Identification Process Values identification is an essential and challenging aspect of the process. "Once we get into things that they really value, you see them light up. You see their face change. You see it in their eyes. You see their voice change. That kind of tells me where to go. It works the best when we hit on something that you can tell is really important. Then, it's really easy, and it goes from there, but you have to find the right thing that really kind of sparks them." "The word values didn't always resonate with people.… So sometimes we had to start with something really concrete." Transmission of information to clinicians may not produce substantive changes in their clinical decision-making processes. "It's more now the challenge of what happens between clinicians and patients, because it's very easy [for a facilitator] to upload the note [to the electronic health record]. For the most part, [clinicians are] really receptive to trying it, but I think that they get caught up in how much time it takes. I think that they're pretty good about hearing it, but how they're able to do it is sometimes tougher." "The real difficulty has been the clinicians' understanding that the consideration of healthcare preferences and outcome goals should be standard in treating patients with multiple chronic conditions. the patient manuals and adding tips and scripts to the facilitator manuals to address commonly encountered barriers to helping patients identify their health priorities. Facilitators streamlined the process to make it less time intensive and more flexible to meet individual patient needs. One refinement was the addition of Step 4, with input from national leaders in patient engagement, to encourage patients to take ownership of their goals and preferences, to communicate them to their clinicians, and to participate in priority-based decision-making. At the suggestion of a participating physician and patient advocacy experts, we added a "specific ask" for patients to start the conversation with their clinicians: "If I could change one thing about my health care, it would be (fill in) so that I can (fill in)." This ask is written and provided to the patient to take to their next clinician visit to link specific care options to goals and values and provide a first step in clinical decision-making.
Facilitators worked with the development team to create a patient priority template that is integrated into the electronic health record (Supplemental Table S2 ). Facilitators document the patient's current functional status, values (what matters most to them), health outcome goals, and healthcare preferences ("helpful care," "difficult or bothersome care"). The template concludes with one specific ask that helps link outcome goals with care preferences and a starting point for making decisions. PCPs are alerted to the template through an electronic health record alert. Refinements to the template focused on increasingly succinct documentation of care preferences and health outcome goals, preferably in patients' own words, and structural changes to encourage its use.
DISCUSSION
The current study describes the development, refinement, and feasibility testing of a patient priorities identification process targeting older adults with multiple morbid conditions. Development and refinement benefited from having multiple user perspectives, including patients, facilitators, PCPs, and a multidisciplinary development team. Input from facilitators and patients during feasibility testing resulted in refinements drawn from clinical experiences.
Results of this study demonstrate that healthcare professionals can be trained to perform the patient priorities identification process as part of their clinical encounters. Furthermore, identification of patient health priorities is practical and feasible for older adults with multiple chronic conditions. Facilitators report that the patient priorities identification process is rewarding and enjoyable but requires training and formal feedback with point-of-care manuals and investment of time with each patient. Our experience suggests that facilitators can be drawn from various health professions (e.g., nurses and nurse practitioners, social workers, psychologists, physicians) with prior training in motivational interviewing or similar skills. Facilitators described the values clarification step as essential but challenging at times because patients are at various levels of readiness to engage with facilitators and their clinicians about their values, goals, and healthcare preferences. We adapted the facilitator manuals to offer prompts and concrete examples to encourage conversations about what matters most to patients. Facilitators felt that beginning with values clarification improved the reliability and usefulness of the patient health priorities identification process.
Refinements, based on user feedback, included adaptations to the facilitator training, patient and facilitator manuals, and patient priorities template to simplify the process and enhance acceptability and usefulness. In addition, facilitators used the steps described in Table 1 and Supplementary Figure S1 flexibly in terms of length, order, and emphasis to customize the process to each patient's readiness. Refinements to the content and structure of the template over time culminated in the version described in Supplementary Table S2 . The integration of patient encouragement was a refinement that prepared patients to advocate for their health priorities with their clinicians. [44] [45] [46] This work builds on a growing literature describing approaches that develop clinicians' communication skills for adults with serious or life-threatening illnesses. [13] [14] [15] 47 A recent intervention targeting patients with a life expectancy of 2 years or less resulted in greater documentation of patient values and goals in the electronic medical record than in a usual care group. 15 The patient priorities identification process targets patients with broader illness trajectories that allow for a wider time horizon of goals and range of preferences. Prior case management interventions for frail older adults have effectively linked patient preferences to care plans, 48, 49 although disease guidelines, not individual patient priorities, were the primary basis for care plan development in these case management models. Although building on earlier work, our project is the first to our knowledge to include a clinically feasible approach not limited to advanced illness or the end of life for identifying and linking each person's health outcomes goals with the health care they are willing and able to receive or participate in to help achieve those goals.
Eliciting and documenting the personal values of older, multimorbid adults is uncommon in routine care, 24 despite playing a central role in person-centered care. 24, 45, 47, 50 Identifying what matters most (broad statements of patient values) using a structured process during routine encounters opens the door to understanding and framing specific health outcomes that patients are willing and able to achieve. 11, 24 Values (broad statements of what matters most) are the precursors to identifying SMART health outcome goals. 1, 11, 24, 47 The current study has limitations. The sample was drawn from a limited geographic area, although more than half of participants had a high school education or less, supporting the acceptability of this process over a wide range of educational levels. It remains to be determined whether the process can be imbedded sufficiently in routine care to allow reassessment of patient priorities over time, as needed as health status changes. We are collaborating with PCPs to determine whether they find this information appropriate or useful. The availability of healthcare team members to facilitate the process is an impediment for health systems with fewer resources. The need for motivational interviewing skills may be a further limitation, although these skills are part of nursing, social work, and other health professions training. It is unclear how to ensure alignment of healthcare decision-making with patient health priorities and the eventual effect of eliciting patient priorities on longitudinal outcomes.
Despite these limitations, input from a multidisciplinary development team combined with feedback from patients, clinicians, and health literacy and patient advocate experts is a strength of this work. Conducting the study with practice-based clinicians in the context of a primary care service suggests that implementation of the patient priorities process in practice is feasible.
Implications and Next Steps
Our ongoing work includes ascertainment of patient and clinician perceptions of the process and evaluation of the effect on clinical decision-making and on patient, clinician, and health system outcomes. We are assessing the feasibility of the patient priorities care process in individuals with dementia. We will also test the process in additional settings to determine whether feasibility or acceptance differs according to educational level, ethnicity, or other factors. We are also exploring the role of payment innovations and value-based payments to cover facilitator and clinician time to identify patient priorities and provide priorities-aligned care. The patient priorities identification process will be disseminated as an online training program to prepare patient priorities facilitators and further spread the approach using tips and tools for clinicians without access to a facilitator.
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